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300.1210 ¢)

300.1210 d)2)3)4)A)5)

300.3210 t)

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological

| well-being of the resident, in accordance with

each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

| ©) Each direct care-giving staff shall review and

be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following

| and shall be practiced on a 24-hour,

seven-day-a-week basis:
2) All treatments and procedures shall be

‘administered as ordered by the physician.

3) Objective observations of changes in a
resident’s condition, including mental and
emotional changes, as a means for analyzing and

! determining care required and the need for
| further medical evaluation and treatment shall be
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made by nursing staff and recorded in the
resident's medical record.

4) Personal care shall be provided on a
24-hour, seven-day-a-week basis. This shall
include, but not be limited to, the following:

A) Each resident shall have proper daily
personal attention, including skin, nails, hair, and

' oral hygiene, in addition to treatment ordered by

the physician.

5) Aregular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,
seven-day-a-week basis so that a resident who
enters the facility without pressure sores does not

' develop pressure sores unless the individual's
| clinical condition demonstrates that the pressure

sores were unavoidable. A resident having
pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

' Section 300.3210 General

t) The facility shall ensure that residents are not

 subjected to physical, verbal, sexual or

psychological abuse, neglect, exploitation, or
misappropriation of property.

| This REQUIREMENT is not met as evidenced by:

Based on interview and record review the facility
failed to identify a resident's (R1) pressure injury
prior to the injury (left ischium/hip) becoming
unstageable. The facility failed to provide
ongoing assessments and monitoring of R1's
unstageable left ischial pressure injury. The
facility did not follow their care plan as evidenced
by not assessing the wound weekly. These
failures resulted in R1 being hospitalized for an
acute infection to the left ischial pressure injury
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